SUMMARY Sixteen patients with moderate angle esotropia of 30 to 35 prism dioptres were treated with a unilateral medial rectus muscle recession of 6 or 6.5 mm. Thirteen of sixteen patients (80%) were straight postoperatively or had 12 prism dioptres or less of esotropia. Three of the 16 had greater than 12 prism dioptres of esotropia, and none were exotropic. This procedure should be considered as an alternative approach in the treatment of moderate angle esotropia.
All patients underwent a 6-0 or 6-5 mm unilateral medial rectus muscle recession. The amount of recession was measured from the posterior aspect of the muscle insertion. The amblyopic eye was operated on in the 12 patients with amblyopia. A 6-0 mm recession was performed for esotropia of 30 prism dioptres and a 6*5 mm recession for 35 prism dioptres except for case 11. In this case a 6-0 mm recession was performed for a 35 prism dioptre esotropia. Because of the undercorrection it was decided that all subsequent cases of 35 prism dioptre esotropia should undergo a larger recession. Surgery was performed under general or retrobulbar anaesthesia by the Parks cul-de-sac approach. In three patients the surgical procedure was modified to an adjustable suture technique which as been previously described. 5 Postoperative measurements are those obtained at the most recent follow-up visit. For the purpose of this study an alignment within 12 prism dioptres of straight at the most recent follow-up visit was considered a good result. The majority of patients in this study were amblyopic, and in these patients an alignment within 12 prism dioptres of straight can be considered a cosmetically acceptable postoperative result. Further, in patients with esotropia associated with impaired vision an undercorrection would be desirable because of the tendency for eventual replacement of the esotropia with secondary exotropia.6 377
Results
Sixteen consecutive patients underwent a 6 or 6 5 mm unilateral medial rectus muscle recession. All patients had a postoperative deviation of 30 to 35 prism dioptres of esotropia, with a mean deviation of 30 prism dioptres (Table 1) . Patients ranged in age from 3 to 57 years with an average age of 21-5 years. Follow-up ranged from 2 to 31 months with an average follow-up of 9-3 months. Twelve of 16 patients (75%) had decreased vision in the strabismic eye secondary to amblyopia. Three patients underwent a 6 mm recession by means of an adjustable suture; however, none of these patients required any adjustment. Therefore in these three patients the amount of recession remained at 6 mm.
For a 6 mm recession (14 patients) the mean postoperative deviation was 6-6 prism dioptres, with a range of 0 to 20 prism dioptres of esotropia. The average amount of correction for a 6 mm recession was 21 prism dioptres. For a 6-5 mm recession (two patients) the mean postoperative deviation was 8 prism dioptres, with a range of 6 to 10 prism dioptres of esotropia. The average amount of correction for a 6-5 mm recession was 27 prism dioptres.
Of the 16 patients treated 13 (80%) were aligned within 12 prism dioptres of straight. Of the remaining patients three were undercorrected. None of the patients were overcorrected. In addition, clinically or cosmetically significant limitation of adduction or lateral incomitance was not noted in any of the patients.
Discussion
A large recession of a single medial rectus muscle is an effective method of correction for moderate angle esotropia. In this study 75% of patients had impaired vision in the strabismic eye secondary to amblyopia. In an amblymopic eye with esotropia the standard surgical procedure is a recession of the medial rectus muscle combined with a resection of the lateral rectus muscle. The single medial rectus muscle recession, however, has a numberof advantages. A single muscle recession is technically easier than performing a recession and resection in the involved eye. There is less of a tendency toward bleeding in recessions, since the tendon rather than the muscle is severed. The anaesthesia time would be shortened considerably with a single muscle recession. If reoperation for an over-or undercorrection is necessary, the lateral rectus muscle can be recessed in the case of an overcorrection or resected for an undercorrection.
Large bimedial recessions in excess of the traditional 5 mm have been well described. High rates of success have been reported with large (6 and 7 mm) bimedial recessions in patients with large angle congenital esotropia.79 Critics of large medial rectus recessions have stated that a crippling of adduction may result. Beisner,"' however, showed through mathematical analysis that a bimedial recession of 8 mm would result in a loss of only 10% torque when the eye is adducted 15°. In addition, Mittleman and Folk" have presented clinical evidence that a rerecession of the medial rectus 13-5 mm from the limbus is a safe and effective procedure. In the 16 patients in this study a significant limitation of adduction was not noted.
A large unilateral medial rectus muscle recession is an effective and safe method of treating moderate angle esotropia. We found the overall correction for a 6 mm recession to be 21 prism dioptres and for a 6-5 mm recession 27 prism dioptres. 
